MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH g
DO NOT w:::“nmsnr °r PUBL.:eg:r:;;TDT:tr:::o w_i‘- FAR___A.@_anary Registration Dmrlcl No. _Qy __Registrar's No. _/_/K{________ STATE FILE NUMBER

AMENDED
ON THIS STUB =11 = 12 6T

¥ 1 'plAZeOF BEATH 2. USUAL RESIDENCE [Where deceased lived. If inshifution: Residence bafore

a. COUNTY MADL‘JAJ .. STAWISIOURi b. COUNTY/”A.DIIM admission)

b. CITY {If oUtside corporate limirs, give TOWNSHIP only) Length of stay in 1b c. QITY Ingide Limirs

18 FR EDERIC K16 g days 16w R EDERICKT i) "0 N B

]0 6 2 f ¢. FULL NAME OF (If JT in hospital, give location} Inside Limits d, STREET (If cutside, giva location) Roside on Farm

HOSPITAL OR ADDRESS
06 2.0 Wadisay MEmovial fospivad v =0 o AL KoviE | Yoo @0 O

INSTITUTION,
3 7 3. NAME OF DECEASED Fitst Middie Last 4. DATE Manth Day Year

(Type or print} HEJM aﬂ COPEL AND DEITH %VEMPER z’. 1963

5. SEX 6. COLOR OR RACE 7. Married B Never Married [ |8. DATE OF BIRTH | ¥- AGE (fast birthday) [ IF UNDER') YEAR IF UNDER 24 HR

WL E NHITE Widowed [J Divorced O ’2—‘10—]88: 77 Months | Days Hours Min.

“"V0a. USUAL OCCUPATION (Give kind of work done | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City end stale or country} | 12. CIT ZEN OF WHAT COUNIRY

du!iig_‘taoslgofﬂv;ogiﬁ lifa, even if retired) /”Apl.‘a” co"Ma S A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF USBAND OR WIFE

Micholas CoPEL AnD Mary HueE Litey Coperand

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECHRITY NO. INFORMANT Addr:nR d I
o e

{Yes, no, or unknown) | (If yes, give war or dates of serviq Z m L'V aPEL A”’ , Frsba"“-r P u” Ma

18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BHWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) Sg vamovs Colf Qontinemn "'F(?'/l-r}t-mﬂ-mfisfué /A years
{ -

VS$ 300
Rev. 4/59

DATE AMENDED

DOCUMENT

which gove rise 1o
above tause (a),
stating the under-
lying cause lasio

Condirions, if my,J DUE 10 (b}

DUE TO (£}

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART IlI. If deceased was fernale was
disease condition given In PART L {a} ere 8 pregnancy in last 90 days.

IEIYes | O Ne I O Unknown
19. WAS AUTOPSY 208, ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of irtem 18.)
a m|

PERFORMED?
YES O NO [

20c. TIME OF Hou Month, Day, Yeasr |
INJURY &.m.
p.m.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, streat, office bidg., etc.}
NOT WHILE AT WORK [

31, I attended the deceaed from J"ﬂ* /V '{_3 1o Nov "/1 ‘(-? and last saw maliveorl /VOV J-/,- '(j

T
Death occurred at. )l 2 J &_m on the date stated above, and fo the best of my knowledge, from the causes stated.

22s. SIGNATURE {Degree titla} 22b. ADDRESS 22c. DATE SIGNED
%W(/ge % Foederie Klowin Wrisreons (Mov. 22 63

338, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION tC-w. town, of county) rate}
REMOVAL (Specify)

BurRigL 1H-Z4-1963 arcvs /MEMoRIAL ErK /’lﬁms o/ P 1550wR

24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. .R IRAR'S SIGNAT

Sam Najim Jv. FREDERICK 10 wn, Mo- (A3~ P P[220,

({Licensed Embalmer’s Srnremem on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

o

| hereby certify that the body whose name is recorded on the reverse side of this certificete was embalmed by me,

or byM&.@ﬂ I Student Embalmer No._ZLg
&

working under my-personal supervisio

s

Signature of Student Embalmer iy 4

Licensed IEmbaImer No. ‘fzqq

T ) ) P.O. AddressMMﬂb,%’.

1
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his QWN handwriting.
If this body is not embalmed, fact should be so stated above.




